Vanek's tumor is a rare solitary lesion that is non-neoplastic, and arises from the submucosa of the gut. The most commonly affected sites are the stomach and the ileum [1] . IFP causing intestinal obstruction is uncommon and that ileo-ileal intussusception has been reported in the literature rarely. We present a case of an ileo-ileal intessuception in a patient who presented with acute on chronic pain abdomen and anorexia. CT abdomen & pelvis revealed a 46 × 36 mm intraluminal mass in the left iliac fossa causing ileo-ileal intussusception. Case presentation: A 60 years old gentleman was brought to the A&E with a history of intestinal obstruction. He was examined and admitted to the surgical unit. CBC revealed unique feature of reactive thrombocytosis apart from a low hemoglobin and a raised TLC. His CT scan demonstrated findings of ileo-ileal intussusception. After an informed written consent, patient underwent an exploratory laparotomy and had resection and anastomosis of the bowel. Histopathology of the specimen revealed findings compatible with IFP. Patient made an uneventful recovery post-operatively and was sent home in the next few days. On follow-up, the patient was doing well and had no complaints of abdominal pain or anorexia.
Introduction
Intussusception means invagination of the proximal part of the gut into the distal part [2] . They can occur in children and in adults, the causes being different in both the cases. In adults, tumors are the main etiology for intussusception and around 80% of them are benign [3, 4] . Inflammatory fibroid polyp is a rare, benign lesion of the GI tract [5] .
Vanek in 1949 described the condition for the first time as an eosinophilic submucosal granuloma [6] . Later on, in 1953, the term IFP was proposed by Helwig and Ranier and is thus the generally accepted term [7] . Ileal intussusception is rarely caused by inflammatory fibroid polyp [8] . We report a case of an ileo-ileal intussusception in a 60 years old gentleman who presented with symptoms of subacute intestinal obstruction and anorexia due to an ileo-ileal intussusception caused by inflammatory fibroid polyp.
This work has been reported in line with the SCARE criteria [9] .
Case presentation
A 60 years old patient presented to the ER with the chief complaints of pain abdomen and anorexia for the last few days. The pain was generalized in origin, more so in the left iliac fossa and was moderate in nature associated with nausea. The patient had few mild episodes of pain in the previous month but he didn't seek proper medical attention and had used various OTC medications for pain relief. He denied any episode of bleeding per rectum during the course of his illness. There was no history of weight loss. His previous history reveals a right inguinal hernia mesh repair in 2015 and a hemorrhoidectomy for grade-III hemorrhoids 2 months back. He had an unremarkable drug, family or psychosocial history including smoking status.
On examination, the patient was anemic. Abdomen was slightly distended, with tenderness in the left flank region, resonant percussion notes and sluggish bowel sounds. His lab results showed an Hb cmm. An erect radiograph of the abdomen showed air fluid levels. CT abdomen & pelvis was advised that demonstrated an eccentrically located, heterogeneously enhancing intraluminal mass in the left iliac fossa acting as a lead point for intussusception formation and resultant distended fluid filled proximal gut loops ( Fig. 1 ).
The patient was prepared for surgery by keeping him nil by mouth, passing a nasogastric tube, catheterizing him, starting i/v fluids, i/v antibiotics, i/v analgesics and i/v antiemetics. TED stockings were applied for VTE prophylaxis. The patient was transfused packed red blood cells and then taken to the operating room and a midline laparotomy was performed. Per-operative findings were an ileo-ileal intussusception approximately 6 feet from the ileocecal junction with proximal distended fluid filled gut loops (Figs. 2 and 3).
He underwent segmental resection of the lesion, an end-to-end anastomosis was fashioned. The surgery was performed by the consultant. The specimen was sent for histopathology. The lesion was polypoid in nature ( Fig. 4) .
The patient was alright post-operatively, stayed in the unit for the next few days and was sent home on the 3rd post-op day. The histopathology revealed a circumscribed CD34 positive submucosal lesion showing mixture of prominent capillaries, spindle cells and inflammatory cells, predominantly eosinophils and plasma cells in a granulation tissue like stroma, findings compatible with inflammatory fibroid polyp (Figs. 5 and 6).
On 8 weeks follow up, the patient was doing well and had no complaints of any GI obstructive symptoms.
Discussion
Intussusception was first reported by Barbette of Amsterdam in 1674 [10] . It occurs as a result of difference in motility between two parts of the intestine. The proximal part is called the intussusceptum that enters the distal portion of the small intestine, called the intussusceptien [11] . In 70-90% of cases, they are usually caused by a pathologic lead point, that can be a benign or a malignant neoplasm [12, 13] . Benign lesions encompass lipomas (submucosal), congenital band adhesions, Peutz Jeghers polyps, Meckel's diverticulum and inflammatory fibroid polyps [11] .
Inflammatory fibroid polyp (IFP), is known by various names that include called Vanek's tumor, eosinophilic granuloma, polypoid myoendothelioma, haemangiopericytoma, fibroma with eosinophilic infiltration and an inflammatory pseudotumour. It is a rare lesion which was described for the first time in 1949 by Vanek as a "gastric submucosal granuloma with eosinophilia" [6] . In the gastrointestinal tract, IFPs can originate in various locations. They mostly occur in the gastric Annals of Medicine and Surgery 32 (2018) [14] [15] [16] [17] antrum (66%-75%) [1] followed by small bowel (18%-20%), with 4%-7% in the colorectal region, and 1% in the esophagus, duodenum, gallbladder and appendix each [8] . In a case series study of 76 patients by Johnstone and Morson revealed that 18% of IFPs were present in the small bowel [14] . They can also be found in the jejunum as mentioned by Bays et al. in a literature review who mentioned that until 2004 less than 20 IFPs had been reported in the jejunum [15] . Nonetheless, the most common site is ileum where they cause intussusception [16] . The average age of presentation is between 5th and 7th decade of life with an equal sex distribution [17] . Grossly, IFPs are polypoid or sessile and are 0.2-12 cm in size with an average size of 4 cm being reported in the literature [18] [19] [20] .
On Microscopic examination, IFPs reveal spindle cells in a stroma admixed to inflammatory cells mainly eosinophils, with prominent capillaries in an edematous background. The spindle cells display "onion skinning" like pattern because they are concentrically arranged around the capillaries [18, 21] .
On immunohistochemistry, they are CD34 positive as was in our case as well, and this suggests that they may arise from primitive vascular or perivascular cells. IFPs show negative staining with CD117, S100 and ALK1, and that distinguishes them from gastrointestinal stromal tumor (GIST), neurogenic tumor and inflammatory myofibroblastic tumors (IMTs) respectively [16, 17, [21] [22] [23] .
The clinical presentation depends upon the site of the lesion. But in literature, IFPs causing intussusception has often been described as an emergency with intestinal obstruction [20, [24] [25] [26] [27] [28] [29] [30] [31] .
In our case, the patient also presented with signs and symptoms of intestinal obstruction. But our case is unique because our patient had reactive thrombocytosis (Platelet count of 870,000/cmm), that can occur secondary to inflammation and this has been reported rarely in the literature. The thrombocytosis get resolved after the operation and on 8 weeks follow up, the platelet count was normal (284,000/cmm). Hence, it is a noteworthy finding that in a patient with a history of intestinal obstruction and a complete blood count showing thrombocytosis, suspicion of inflammatory fibroid polyp cannot be ruled out.
For the diagnosis, abdominal ultrasound has got a sensitivity of 98-100%, and a specificity of 88%-89% [32] . The most accurate diagnostic study is abdominal CT scanning as it usually defines the lead point [33] , as was in our case. Capsule endoscopy and retrograde double balloon enteroscopy are the new recent techniques that can be useful in the diagnosis [34, 35] . The final diagnosis is made after pathologic confirmation following surgical resection [36] .
The treatment of choice in adult small bowel intussusception is operative resection, although inflammatory fibroid polyps in the upper GI tract can be dealt with endoscopically [13, 15, 30, 31] .
Conclusion
Inflammatory fibroid polyp is rare in adults and can present in the emergency as an intussusception causing intestinal obstruction. Hence, IFP must be considered in the differential for a patient who presents with abdominal pain. The most accurate diagnostic tool is CT scan of the abdomen and surgical resection is the treatment of choice.
Consent
A written informed consent was obtained from the patient for publication of this case report and accompanying images.
Ethical approval
Khyber Teaching Hospital Peshawar, Ethical Committee. A written informed consent was obtained from the patient for publication of this case report and accompanying images.
Funding
There are no sources of funding.
Author contribution
ZakaUllah Jan: Wrote the paper and assisted the consultant in the procedure.
Muhammad Muslim: Performed the procedure. KaleemUllah: Assisted the consultant in the surgery, participated in data collection.
Azam Shoaib: Prepared the patient pre-operatively and participated in data collection.
Nisar Ahmed: Data analysis and interpretation. Zainab Mahsal Khan: Study concept and data collection. Mahmud Aurangzeb: Supervised the whole team.
Conflicts of interest
There are no conflicts of interests to be declared.
Research registration number
None.
Guarantor
ZakaUllah Jan.
Patient perspective
I had this problem of pain in my tummy for the last one month. The pain was episodic in nature and I had these episodes quite a few times in the previous month. I used the common pain medications for my pain relief. But then one day, I had severe pain in my tummy and I was feeling nauseated. Ultimately I had to visit the doctor. In the ER, the doctor examined me and was of the opinion that I have features of obstruction of the bowel. Later on, I was thoroughly investigated and I was told that I have intestinal obstruction due to some mass in my bowel. They planned my surgery, took out the mass and stitched back my bowel. I was in the hospital for a few days and was then sent home. I am alright now and doing my daily life activities with no episode of any pain. I am satisfied with the treatment as I was managed quite well. 
